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ABSTRACT

Background Renal denervation (RDN) has emerged

as a guideline-recommended therapeutic option in
hypertension management with several high-quality,
randomised, placebo-controlled trials demonstrating
efficacy and safety. However, the lack of expert
consensus on patient selection for RDN in the UK has led
to debate regarding its use. This study aimed to establish
a multidisciplinary consensus to provide clinicians and
commissioners with guidance on the appropriate use of
RDN in hypertension management within the UK.
Methods The project used a modified Delphi method.
A steering group (SG) of seven clinicians in cardiology,
clinical pharmacology, radiology, nephrology and general
practice, all experienced in managing patients with
hypertension, convened in June 2024. The SG aligned

on 40 consensus statements covering key topics (patient
identification and selection, multidisciplinary team
collaboration, commissioning and guidelines, training
and education and awareness of RDN). The statements
were distributed as an online survey to UK clinicians
involved in hypertension management. Respondents
assessed their level of agreement using a four-point
Likert scale. Consensus was predefined as 75%
agreement. The surveys were collated anonymously and
independently analysed. The results were shared with the
SG in November and December 2024.

Results A total of 125 responses were received

from interventional cardiologists and radiologists,
cardiologists, clinical pharmacologists and nephrologists
across various regions of the UK.

Consensus was achieved for 37 out of 40 statements
(93%). Based on the consensus scores, 11 key
recommendations were developed by the SG regarding
patient selection, multidisciplinary collaboration, clinician
training and commissioning for RDN.

Conclusions This expert consensus defines

patient selection criteria for RDN and provides 11
recommendations to support its use. RDN should be
considered for resistant hypertension or intolerance

to medications, using a multidisciplinary approach.
Implementation of these recommendations could guide
clinical practice, inform commissioning and support
National Institute for Health and Care Excellence reviews,
ultimately improving patient access across the UK.

INTRODUCTION
Hypertension is the leading modifiable risk factor
for cardiovascular disease (CVD) worldwide.! ? In

"% Clare Bent,’ Neil Chapman,*
> Indranil Dasgupta,® Terry McCormack,’

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Renal denervation (RDN) is recommended as
an adjunct treatment option for uncontrolled
hypertension, including resistant hypertension,
based on recent European hypertension
guidelines. However, the UK does not have up-
to-date guidance on the use of RDN, and so,
this multidisciplinary consensus was undertaken
to establish agreement on what the appropriate
use of RDN should look like in the UK.

WHAT THIS STUDY ADDS

= This study generated consensus from 125 UK
clinicians managing patients with hypertension
in the UK and provides a series of actionable
recommendations on appropriate patient
selection, multidisciplinary assessment, clinician
training and the commissioning and auditing
of RDN.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= The recommendations from this study
could improve outcomes for patients with
uncontrolled hypertension by informing
National Institute for Health and Care
Excellence guidance, supporting commissioning
policies and ensuring appropriate patient
selection, clinician training and multidisciplinary
management.

the UK, approximately 30% of adults are affected,
with around one-third failing to reach recom-
mended blood pressure (BP) targets.’ These
individuals face a 50% higher risk of CVD and
kidney disease.* Despite efforts to optimise BD
a proportion of hypertensive individuals present
with resistant hypertension (RH), defined by the
National Institute for Health and Care Excellence
(NICE) as BP, which remains uncontrolled (office
BP = 140/90mm Hg/out-of-office =135/85 mm
Hg), despite taking optimal doses of at least three
antihypertensive medications (including a thiazide-
like diuretic).” The prevalence of RH varies
depending on definitions and is estimated to affect
approximately 5-10% of hypertension patients.®
With hypertension rates rising, additional
treatment options beyond medications and life-
style are needed.” Renal denervation (RDN) is a
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catheter-based procedure that targets the sympathetic nerves
surrounding the renal arteries. By disrupting both efferent and
afferent sympathetic signalling between the kidneys and the
central nervous system, RDN has been shown to lower BP®
First-generation placebo-controlled RDN trials showed neutral
results.” Subsequent refinements in trial design have led to more
robust studies, and second-generation placebo-controlled trials
and registry data have consistently demonstrated the safety of
RDN and its ability to achieve meaningful, sustained BP reduc-
tions, with consistent results across different technologies.® '

There is increasing recognition for RDN as an adjunct treat-
ment for uncontrolled hypertension (UH, which includes RH
and those intolerant to antihypertensive medications). RDN
is now recommended for clinical use in several international
guidelines and consensus statements.'®>® The 2023 European
Society of Hypertension (ESH) guidelines and the 2024 Euro-
pean Society of Cardiology (ESC) hypertension guidelines now
recognise RDN as a treatment option for patients with UH
despite lifestyle modifications and drug therapy and emphasise
that patient selection should involve shared decision-making.
UK recommendations on the use of RDN predominantly come
from the latest NICE interventional procedure guidance (IPG)
of RDN in RH*’ and the British and Irish Hypertension Society
position statement on RH management.®

Given the absence of a contemporary UK consensus reflecting
current evidence, there is a clear need to define the role of RDN
in hypertension management. Establishing such agreement will
guide clinicians and commissioners on its appropriate use and
inform future policy and guideline development. This study used
a modified Delphi method to gather UK clinicians’ perspectives
and develop consensus on suitable patient populations for RDN,
recognising that structured expert consensus provides greater
reliability than individual opinion.*”

METHODS

A modified Delphi methodology (figure 1) was employed, facili-
tated by an independent third party (Triducive Partners Limited),
and reporting follows the Accurate Consensus Reporting Docu-
ment guidelines.®’ The study was not registered.

In May 2024, a targeted literature review on RDN in hyper-
tension management was conducted using PubMed and Google
Scholar, focusing on clinical trials, reviews and guidelines
published within the past 5 years. Search terms included, but

Statement Agreement

Survey (Round 3+)

were not limited to, benefits of RDN, clinical need for RDN and
RDN guidelines. Findings from this review informed the study’s
aims and scope and the development of discussion points for the
steering group (SG).

A SG of UK specialists (two interventional cardiologists, one
consultant cardiologist, one clinical pharmacologist, one inter-
ventional radiologist, one consultant nephrologist, one general
practitioner) with experience across cardiovascular medicine,
nephrology and hypertension management convened in June
2024. The SG was selected based on published research, clinical
experience and engagement with guideline development. Clini-
cians with diverse academic and professional backgrounds were
involved to ensure a comprehensive range of perspectives was
considered.

During discussions, the SG identified five key topics of focus:

Patient identification and selection.

Multidisciplinary team () collaboration.

Commissioning and guidelines.

Training and education.

Awareness (including technology).
These were debated and the SG collaboratively suggested
consensus statements. The statements were independently
and anonymously rated by the SG members as either ‘accept’,
‘remove’ or ‘reword’. Qualitative feedback was allowed, and
responses were collated and actioned by the facilitator. The
amended statements were recirculated for final approval.

The resulting 40 statements were developed into a Likert
survey, which was then distributed by a third party (M3 Global
Research). The survey presented statements alongside a four-
point Likert scale. Stopping criteria were defined a priori as a
1-month survey window, a minimum target of 100 responses,
90% of statements meeting the consensus threshold and a
consensus threshold set at 75%, in line with widely accepted
standards.’® These criteria were established to gain the required
number of responses while accounting for time pressures within
the healthcare system.

Clinicians registered to the M3 panel with relevant experi-
ence were invited via email to complete the survey on a ‘first
come first served’ basis. Eligible respondents were required to be
UK-based, knowledgeable about hypertension treatment guide-
lines and actively involved in hypertension patient care. Partic-
ipation was voluntary and anonymous; no personal identifiers
were collected and only aggregated demographic data (region,

M
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role, experience, patient volume and RDN involvement) were
shared with the SG. A statement of consent was included at the
start of the survey, and consent was implied by completion of
the survey. As this study only collected the anonymous opin-
ions of healthcare professionals and no patient-specific data
were captured, ethical approval was not sought. The survey was
piloted with 10% of participants, with all pilot data included
in the final analysis. Responses were screened for eligibility,
completion time (=2.5min) and consistency to ensure data
validity. A nominal fee was provided for participation.

Completed surveys were analysed to produce an agreement
score for each statement. Results were reviewed by the members
of the SG in a series of meetings across November—-December
2024. The group confirmed that the stopping criteria had been
met, determined key conclusions and developed recommenda-
tions based on the levels of agreement. These recommendations
were ratified independently by the group during manuscript
development.

RESULTS

From the initially drafted 48 statements, 11 were removed, 31
were modified and agreed, three new statements were added and
seven were accepted without modification, resulting in a final set
of 40 statements for testing with a wider panel of experts.

For the survey, 530 individuals were invited and 160
responded (response rate 30%). Of these, 125 responses were
analysed, and 35 were excluded as respondents stated either
unfamiliarity with hypertension management guidelines or that
they did not currently manage hypertension patients. Anal-
ysed responses included 40 interventional cardiologists and 36
interventional radiologists with predominantly 11-20 years of
experience in role (n=63, 50%), managing =50 hypertension
patients per month (n=73, 58%). The majority of respondents
indicated involvement in referrals for RDN or conducted RDN
procedures (n=99, 79%). The greatest representation was from
London (n=32, 26%) followed by the Midlands (n=19, 15%).
Full demographic data are presented in online supplemental
figures 1-7.

Survey results showed very strong agreement (=90%) in 29
(73%) statements and strong agreement (<90% and =75%)
in eight (20%) statements. Only three (7%) statements failed
to achieve consensus (<75%). Overall consensus results are
illustrated in online supplemental figure 8. Table 1 presents the
statements with mean agreement scores. The full distribution
of consensus scores on the four-point Likert scale is in online
supplemental figure 9. As the stopping criteria were satisfied, no
additional testing rounds were conducted.

Subanalyses were conducted to assess differences in
agreement across demographics, investigating variations of
+10% from the mean. The results are presented in online
supplemental tables 1-4. These results demonstrated that
nephrologists and those with fewer years of experience in role
were less agreeable.

The agreement between interventionalists (combined inter-
ventional cardiologists/radiologists) was compared with other
responder types (figure 2). Very high concordance in agreement
was observed. Variations in responses were assessed between
clinicians with prior experience in RDN referral or procedures
and those with no prior involvement. Clinicians involved in
RDN referral or procedures tended to have higher agreement
(online supplemental table 5). Subanalyses suggest that while
there was generally strong alignment, those with more clinical
experience in RDN were more agreeable.

DISCUSSION

Patient Identification and selection

Topic 1 demonstrated consensus on the importance of careful
patient selection, shared decision-making and standardised pre-
procedural assessments. There was strong consensus that RDN
should be considered for patients with RH (S1, 92%), but also
for those intolerant to antihypertensive medications (52, 91%).
These findings align with ESH and ESC guidelines, highlighting
the need for UK guidelines and commissioning policies to update
RDN eligibility criteria.

There was less agreement on offering RDN to patients who do
not wish to take antihypertensives (S3, 55%), which is notable
given the importance of shared decision-making in determining
RDN suitability (S5, 96%). Discrepancies here may reflect the
role of patient preference and shared decision-making within a
tax-funded healthcare system like the National Health Service
(NHS), where treatment decisions are often guided by clinical
need and cost-effectiveness. It also suggests that UK clinicians
may distinguish these patients from those with genuine intol-
erance to antihypertensives. In patients who have reached the
limits of pharmaceutical and lifestyle interventions, RDN should
be considered a viable option to prevent hypertension-mediated
organ damage.'® ! Patients who refuse antihypertensive treat-
ments have a continuing clinical risk that has not been modified
and may develop complications with higher long-term costs.

S4 (88%), which stated ‘RDN may improve CV outcomes
(considering BP is an accepted surrogate marker for reduced CV
outcomes)’, achieved consensus, aligning with epidemiolog-
ical studies demonstrating a relationship between BP and CVD
risk.> 3* Recent large-scale meta-analyses have shown that BP
reductions of 5§ mm Hg and 10 mm Hg lower major CV event
risk by 10% and 20%, respectively.’® *® This reinforces BP as
a reliable surrogate marker for reducing CV morbidity and
mortality’” and justifies why BP reductions of 5-10 mm Hg are
considered clinically meaningful.*® When using BP as a marker,
there has been a shift towards the use of longitudinal BP rather
than ‘single occasion’ BR** The link between BP and CV risk
is complex, and using BP as a surrogate marker is complicated
by intraindividual variability in BP and variability in responses
to antihypertensives.*” While BP reduction is typically a strong
predictor of CV benefit, it does not guarantee improved patient
outcomes. The agreement with S4 reflects clinicians’ preference
for hard clinical outcomes over surrogate markers and a broader
scepticism about relying on surrogate endpoints. It is possible
that respondents agreed with the potential for RDN to improve
CV outcomes but were less certain about BP being universally
accepted as a marker for CV risk reduction.

Multidisciplinary collaboration
All statements in topic 2 achieved over 90% agreement, high-
lighting the importance of taking a multimodal, multidisci-
plinary approach for the broader management of hypertension
when considering the use of RDN. There was very strong
consensus that multidisciplinary collaboration should include
at least one hypertension expert and one interventional cardi-
ologist or radiologist to ensure the appropriate patient selection
for RDN (S11 and S12; 98%). This is not surprising as the use
of MDTs for hypertension management and CV risk prevention
is well established.*' Recent European guidance on the use of
RDN stated that hypertension teams should involve hyperten-
sion experts and interventionalists.'®

The current study also explored consensus on RDN training
for practitioners. There was strong consensus on the need for
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Table 1 Defined consensus statements and corresponding levels of agreement.

No Statement Agreement score

Topic 1: patient identification and selection

1. Renal denervation (RDN) should be considered an option for patients with resistant hypertension (HTN). 92%

2. RDN should be considered an option for patients with hypertension who are intolerant to antihypertensive medications. 91%

3. RDN should be considered an option for patients who do not wish to take antihypertensive medication. 55%

4. RDN may improve cardiovascular (CV) outcomes (considering that blood pressure reduction is an accepted surrogate marker for a reductionin CV.~ 88%
outcomes).

5. Shared decision making between patients and healthcare professionals is key for establishing suitability for RDN. 96%

6. Patient selection should be based on decisions made by a multidisciplinary team following comprehensive evaluation for suitability. 95%

7. The decision-making process for RDN should consider the patient’s CV risk. 97%

8. The decision-making process for RDN should consider whether patients have HTN-mediated organ damage. 98%

9. The decision-making process for RDN should consider whether patients have HTN-related CV complications. 98%

10.  Standardised pre-procedural assessments should include investigation for secondary HTN (including up-to-date renal artery imaging) and the 98%
exclusion of ‘white coat effect’.

Topic 2: multidisciplinary team collaboration

1. Multidisciplinary (MD) collaboration should involve hypertension experts and interventionalists with an interest in managing HTN and performing ~ 98%
renal intervention.

12. The minimum standard for MD collaboration should include an HTN specialist and an interventionist (interventional cardiologist or interventional 98%
radiologist).

13. MD collaboration should be formally documented within the medical records and communicated to the patient and the primary care physician. 98%

14. RDN should only be performed by skilled practitioners, with adequate training in RDN and appropriate experience, to reduce complications. 99%

15. RDN should only be performed independently by individuals who have undertaken at least five procedures with a proctor (eg, the device's clinical 94%
specialist/technical consultant or an experienced practitioner) in their first year of performing procedures.

16. Continued competency for RDN should be mandated by completing at least five procedures per year. 94%

17. RDN should only be performed if there is a protocol and equipment in place to deal with any potential endovascular or procedural complications. 99%

Topic 3: commissioning and guidelines

18. Following the Joint UK Societies 2019 consensus statement on RDN, several high-quality studies (including randomised placebo-controlled trials) 87%
have been published confirming the efficacy and safety of RDN.

19.  There is sufficient evidence for RDN to be commissioned for patients with HTN. 82%

20.  There is sufficient evidence for RDN to be commissioned for patients who cannot tolerate antihypertensive medication. 78%

21. There is sufficient evidence for RDN to be commissioned for patients who do not wish to take antihypertensive medication. 54%

22. NHS commissioning policies for RDN should be updated to reflect modern technologies and emerging evidence. 93%

23. Commissioning should be provided to current specialist RDN centres, with the aim of enabling additional funding across the UK as new specialist 92%
centres are developed.

24. Commissioning should be directed towards centres with appropriate experience and expertise (eg, MD with HTN specialist). 98%

25.  There is sufficient up-to-date guidance on RDN (eg, ESH and ESC HTN guidelines and NICE IPG). 81%

26. The current guidelines on RDN (ESH and ESC HTN guidelines and NICE IPG) are adequate but cannot be implemented due to lack of NHS funding. ~ 73%

27. The current guidelines on RDN are adequate but would be strengthened with endorsement from British professional societies. 81%

Topic 4: training and education

28.  Training and case-based procedural planning should involve collaboration between interventionalists (eg, interventional cardiologist and 96%
interventional radiologist) to ensure optimal procedure outcomes and minimise risks.

29. Interventionalists (eg, interventional cardiologists and interventional radiologists) should assist with training RDN specialists to ensure optimal 97%
procedural outcomes and minimise risks.

30.  Training for RDN should primarily be conducted on a peer-to-peer basis among healthcare professionals rather than a qualified industry 83%
representative.

31. Where peer proctoring among healthcare professionals is unavailable, training from a qualified industry representative is acceptable. 77%

32. RDN specialists should aim to understand the procedural nuances of one type of RDN device before expanding their practice to incorporate other 96%
devices

33.  Training programmes should be implemented to educate hypertension specialists about RDN, ensuring they are equipped to identify suitable 97%
candidates and discuss the treatment with patients.

34.  There should be a UK-wide registry for RDN procedures to facilitate independent auditing and monitoring for complications. 100%

Topic 5: awareness (including technology)

35. It is important to engage with both supporters and sceptics of RDN by providing clear, evidence-based information to address any misconceptions, ~ 99%
while acknowledging and respecting well-informed critiques.

36.  There needs to be better dissemination of current UK and international guidance pertaining to RDN to ensure these guidelines are appropriately 98%
implemented.

37. Clinicians must involve patients in the decision-making process and ensure they are aware of the different outcomes related to RDN. 97%

38.  General practitioners should be aware there are alternative interventions in HTN management and should seek specialist advice/refer to specialist ~ 93%
centres in line with NICE Guidelines on Hypertension NG136.

Continued
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Table 1 Continued

No Statement

Agreement score

39. It is important to include RDN into the NICE Guideline for Hypertension NG136 with clear guidance on patient selection and referral criteria to 93%

enhance the management of HTN and improve patient outcomes.

40. It is essential for clinicians involved in RDN to be aware of the latest clinical and cost-effectiveness data on RDN to make well-informed decisions 98%

and provide the best possible care for patients with hypertension.

The cells highlighted in green are very strong agreement >90%, the cells in red are for statements which did not meet the consensus threshold are <75%.
ESC, European Society of Cardiology; ESH, European Society of Hypertension; IPG, interventional procedure guidance; NHS, National Health Service; NICE, National Institute for

Health and Care Excellence.

training (S14, 99%), undertaking procedures under proctor
supervision before operating independently (S15, 94%) and
ongoing competency training (S16, 94%). The SG discussed the
appropriate number of proctored procedures and the need for
mandatory competency training, agreeing that completing five
supervised procedures was a reasonable requirement given the
current patient volume undergoing RDN.

Commissioning and guidelines
The agreement on statements regarding commissioning and
guidelines (topic 3) was less consistent. Most respondents
agreed that current guidelines on RDN are sufficient (525,
819%). There was lower agreement on whether funding was a
barrier to implementation (526, 73%), suggesting that clinicians
may believe other factors also limit RDN adoption. There was
very strong consensus for updating the existing commissioning
policy to reflect emerging evidence (S22, 93%), maintaining
and expanding specialist RDN centres (523, 92%) and ensuring
centres have appropriate MDT expertise (524, 98%). Find-
ings highlight that while current guidance may be considered
adequate, clinicians believe a revised commissioning policy is
necessary to support the appropriate RDN use in the UK.
Respondents agreed that there is now sufficient evidence to
support commissioning RDN for patients with RH (519, 82%)
and those intolerant to antihypertensive medication (520, 78%).

Interventionalists showed higher agreement that evidence
supports offering RDN to patients who cannot tolerate antihy-
pertensives (520, 83%) compared with other clinicians (69%),
potentially due to their greater familiarity with RDN data and
trials. This highlights the need to increase RDN awareness
among non-interventionalists. There was less agreement in
offering RDN to patients who do not wish to take antihyper-
tensives (S21, 54%), reflecting uncertainty regarding the role of
RDN in these patients. Evidence from placebo-controlled trials
conducted in medication-free or drug-naive patients'? could
serve as a proxy for the potential benefit of offering RDN to this
population, but further clarification is needed.

Training and education

Agreement in topic 4 reinforced the importance of multidisci-
plinary approaches in procedural planning to maximise outcomes
and minimise risks (528, 96%; S29, 97%). There was a strong
consensus on the necessity of structured training. Respondents
generally favoured peer-to-peer training (S30, 83%) compared
with industry-led training (S31, 77%). Interventionalists were
slightly less supportive of both approaches (S30, 79%; S31,
74%) compared with non-interventionalists (S30, 90%; S31,
829%). While the interpretation of these statements may vary,
there is a clear need to distinguish between industry support
and industry influence. It is strongly emphasised that patient

100% QX*8’¥***‘ ® M *y e ? % ee Lo
L 2 X ¢ ® X X ®
- ki XX b W e B il
‘:——————; ——————————————— G e ot e e P e e e e iy — 0 it
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Figure 2 Comparison of the agreement levels between interventionalists (combined interventional cardiologists and radiologists) and all other
respondent types. The threshold for consensus is depicted by the green line (75%). The blue line signifies the threshold for very strong agreement

(90%). MDT, multidisciplinary team.
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selection should remain independent from industry involve-
ment. However, given that RDN is not yet a routine procedure,
the presence of industry professionals during procedures can still
be helpful to provide technical expertise.

Awareness (including technology)
Results repeatedly showed that clinicians with more experience
using RDN as a treatment option were more likely to support its
use, aligning with the consensus that efforts should be made to
engage both supporters and sceptics of RDN with evidence-based
information (S35, 99%; S40, 98%) to ensure that RDN guide-
lines are disseminated and implemented (S36, 98%; S38, 93%).
While the ESC, ESH and NICE IPG were referenced in the state-
ments, there was strong support for updating NICE’s hyperten-
sion guidelines (NG136) to include RDN. Given the broad scope
of NICE’s hypertension guidelines, a more realistic goal would
be updating NICE’s IPG to reflect current evidence® '>'7 and
incorporate insights from international perspectives. '8! 228
Overall, respondents strongly emphasised the importance of
raising awareness of updated evidence on RDN to support the
implementation of guidelines and updates to commissioning
policy. There was agreement that endorsement from British
professional societies would help strengthen guidance on RDN
(527 81%). There was unanimous agreement for the estab-
lishment of a UK-wide registry for RDN procedures to facili-
tate auditing, monitoring for complications and the collection
of real-world evidence in the UK (534, 100%). Such a registry
would provide transparent data to support clinician and patient
education, enhance clinical decision-making and inform policy
development to ensure appropriate use of RDN.

Strengths and limitations

This study included a diverse cohort of UK clinicians from
multiple disciplines experienced in hypertension management.
Comparable levels of agreement between interventionalists and
non-interventionalists indicate that consensus was not driven by
those performing the procedure. Geographic diversity further
supports generalisability. To minimise bias, the survey was
distributed by a third party, ensuring anonymity and indepen-
dence from the SG. Responses were screened for authenticity
using pattern analysis and a minimum completion time. A four-
point Likert scale was employed to avoid neutral responses,
though this may have reduced response nuance.

A potential limitation is response bias, as clinicians with
greater interest or experience in RDN may have been more
likely to participate. Nonetheless, variation across specialties,
particularly among nephrologists, suggests a range of perspec-
tives was captured. While including clinicians with limited RDN
exposure might have broadened opinions, it could also have
reduced validity due to limited familiarity with the procedure.
Importantly, by not restricting participation to those directly
performing or referring for RDN, the study incorporated diverse
views across hypertension specialists. Future research could
further include clinical pharmacologists, given their key role in
hypertension management.

RECOMMENDATIONS
Based on the survey findings, focusing on statements that achieved
very strong consensus (=90% agreement), the following recom-
mendations are proposed:
1. Patient eligibility: RDN should be considered for patients
with RH and those who are intolerant to antihypertensive
medications.

2. Multidisciplinary evaluation: suitability for RDN should
be determined through a comprehensive evaluation by
a MDT, considering factors such as cardiovascular risk,
hypertension-related organ damage and patient preferences.

3. Multidisciplinary composition: effective multidisciplinary
collaboration should involve specialists with experience in
hypertension management and interventional procedures.

4. Patient involvement: shared decision-making should be
integral to the RDN treatment process. Clinicians should
fully inform patients about the potential benefits, risks and
expected outcomes of the procedure to ensure informed
consent and patient-centred care.

5. Training and education: mandatory training should be re-
quired for clinicians performing RDN. Practitioners should
conduct at least five proctored procedures before perform-
ing RDN independently, and ongoing competency should
be maintained by completing a minimum of five procedures
annually.

6. NHS commissioning policy update: the existing NHS com-
missioning policy for RDN should be updated to reflect ad-
vancements in technology and emerging evidence.

7. Specialist centres: commissioning should prioritise existing
specialist RDN centres, with plans to expand funding across
the UK as new specialist centres are established.

8. Centre selection criteria: commissioning should be directed
towards centres with appropriate experience and expertise
(eg, including a MDT with hypertension specialists).

9. Interdisciplinary collaboration: training and procedural
planning should involve collaboration between interven-
tionalists and hypertension specialists to optimise patient
outcomes.

10. UK RDN registry: a UK-wide registry for RDN procedures
should be established to facilitate independent auditing,
complication monitoring and long-term outcomes assess-
ment.

11. Education and awareness: efforts should be increased to
provide comprehensive, evidence-based information on
RDN, targeting both supporters and sceptics. Educational
initiatives should address misconceptions, present clinical
and cost-effectiveness data and incorporate well-informed
critiques.

These recommendations aim to support evidence-based inte-
gration of RDN into clinical practice, ensure equitable patient
access and align UK policies with contemporary evidence and
clinical guidance.

CONCLUSION

This study achieved consensus among 125 healthcare profes-
sionals across the UK, all currently involved in hypertension
management, with agreement reached on 37/40 statements.
The diverse range of specialities represented and the strong
levels of concordance between interventionalists and non-
interventionalists reinforce the robustness of the findings. While
agreement levels were slightly higher among clinicians with more
experience in RDN, the results indicate widespread support for
its use in appropriate patients. The consensus-based recommen-
dations define the appropriate patient population for RDN,
while also addressing strategies to improve access and ensure
that clinicians receive adequate training. There is clear support
within the UK for integrating RDN into hypertension manage-
ment, particularly for patients with RH and those who cannot
tolerate antihypertensive medications, as part of a comprehen-
sive treatment approach. The findings highlight the need for
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updated NICE guidance and commissioning policies to support
the effective and equitable implementation of RDN across the
UK. Establishing clear and contemporary policies will be essen-
tial to ensuring appropriate patient access and optimising the
role of RDN in hypertension management.
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